%1.&2#&.., Dental Enrollment GROUP COMPLETE
w «W Please Print or Type All Information GROUP NUMBER
amit
e GROUP NAME
: TYPE OF COVERAGE
LAST NAME _ FIRST NAME MIDDLE INITIAL DATE OF BIRTH
MO. DAY YR
HOME ADDRESS CITY STATE ZIP CODE SEX OMALE
O FEMALE
SOCIAL SECURITY NO. _ DATE EMPLOYED OCCUPATION EARNINGS
NAME OF SPOUSE : SPOUSE'’S DATE OF BIRTH
MO. DAY YR

IS SPOUSE EMPLOYED _ OYES ONO ‘ IF YES, EMPLOYER’S NAME AND ADDRESS

IF SPOUSE IS COVERED BY EMPLOYER'S BENFIT PLAN, NAME AND ADDRESS OF PLAN

LIST DEPENDENT CHILDREN [N ORDER OTF AGE (OLDEST FIRST)
DATE OF BIRTH

FIRST NAME INITIAL SON DAUGHTER MO. DAY YR.
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Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any
materially false information , or conceals for the purpose of misleading, information concerning any fact thereto, commits a frandulent insurance act, which is a crime
and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated valae of the claim for each such violation.

Signature
OF Applicant Date___- Mﬂ V
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